Design 3 4 Abstract: Schizoid personality disorder (SPD) has been characterised by a persistent 5 detachment from, and indifference to, interpersonal relationships, alongside restricted 6 range of expressed emotions, and limited rewards gained from social interactions, 7 resulting in limited levels of socially healthy behaviour. Although the applicability of 8 evidence-based psychological treatments, including cognitive therapy (CT), has been 9 indicated, there is a noticeable scarcity of relevant academic literature that might 10 inform clinical practice in mental health clinics. This rigorous single subject design 11 study attempts to address such apparent gap in literature. Sixteen sessions of CT were 12 undertaken with an individual diagnosed with SPD and comorbid mood disorder in a 13 community-based mental healthcare setting. Formal standardised measurement, 14 behaviour frequency sampling, and subjective data were utilised to systematically 15 evaluate the outcomes, indicating a considerable improvement in psychosocial 16 functioning. The paper highlights the pertinence of cognitive and behavioural 17 strategies in helping schizoid individuals address their interpersonal difficulties, 18 reduce emotional distress, acquire socially inclusive behaviour, and ultimately 19 increase their psychosocial health, without the need for explicitly intervening with 20 their underlying personality traits. 21 22 Keywords: Schizoid personality disorder, cognitive therapy, behavioural change, 23 psychosocial recovery, single subject design. 24 25 26
Introduction

28
The availability of robust clinical and research literature on the subject of 2019-3127-AJHMS and discussion of the study's key implications for psychological medicine 23 practitioners and researchers.
25 26
Literature Review 27 28 Literature indicates that individuals with SPD may fall into two distinct 29 clinical subcategories, that is affect-constricted or seclusive, hence importance 30 of differential diagnosis, particularly in relation to schizotypal and avoidant 31 personalities (Triebwasser, Chemerinski, Roussos and Siever 2012) . 32 Furthermore, the possibility of an experiential transition from SPD to 33 psychosis, following an exposure to psychological crisis with insufficient 34 coping abilities, was described by Perez-Alvarez (2003) . Consequently, Renton 35 and Mankiewicz (2015) highlighted the importance of, and summarised clinical 36 considerations related to the process of, differential diagnosis, in order to 37 exclude overlapping clinical clusters of psychosis, delusional disorder, 38 complex mood disorders, autism, and avoidant, paranoid and schizotypal 39 personality disorders. 40 Epidemiological studies report the prevalence of SPD in general 41 population as ranging from 0.7 (Samuels et al., 2002) The treatment course included the following treatment modules: first, eliciting This study employs a single subject clinical research design. The case 8 study follows a robust intervention protocol and evaluates outcomes using 9 standardised and validated psychological measurement, behaviour frequency 10 sampling, and subjective reflections. The present single subject case study describes a structured and concerned about his alcohol use, through which he attempted to manage his 37 escalating mood difficulties. He was then diagnosed with depression and SPD 38 in his mid-twenties and treated pharmacologically with antidepressants for 39 numerous years. Richard described feeling low in mood for as long as he could 40 recall and was unable to recount any happy times. He agreed with his diagnosis 41 of SPD and described an overall lack of interest in the development and 42 maintenance of any relationships of both platonic and intimate nature. Richard 43 described having taken some comfort in the diagnosis of SPD, seeing it as 44 normalising of his unique character and, while still low in his mood, he had 45 disengaged from pharmacological treatments following the assignment of such diagnosis. At that point, he was able to stop drinking and has since maintained 1 his abstinence from psychoactive substances.
2
Richard recalled witnessing frequent incidents of domestic violence in his 3 childhood and adolescence, perpetrated toward his mother and siblings. He 4 explained he did not attract aggressive behaviour from his father and attributed 5 this to his quietness, shyness and interpersonal avoidance, being the only child 6 who had withdrawn from domestic conflicts. As a result, he perceived his 7 disengagement as a survival strategy which had served him well in his early 8 years. Yet, despite his life-long avoidance of interpersonal interaction, Richard 9 remembered being able to enjoy solitary activities (e.g. creative arts) and led a 10 relatively functional life in the past (e.g. while working as a painter and 11 sculptor).
12
However, in the recent years Richard had noticed his mood becoming 13 gradually lower as he had become increasingly more preoccupied with negative 14 introspection, eventually disengaging from activities which had previously 15 been rewarding. The current contact with mental health services had been 16 precipitated by the declining health of his parents and growing pressure to co-17 ordinate the provision of their health care. This had greatly increased his 18 anxiety and he reported feeling unable to cope.
20
Assessment and Evaluation Methodology 21 22
To formally assess Richard's symptomatic presentation and evaluate the 23 intervention outcomes, a self-report questionnaire, Brief Symptom Inventory 
39
The BSI has also been reliably utilised to measure psychological distress 40 associated with serious physical illnesses (Ruz, Lennie, Riegel, McKinley, 41 Doering and Moser 2010).
42
For the purpose of Richard's assessment, the BSI subscales of depression 43 (DEP) and anxiety (ANX) were administered to reflect emotional concerns 44 voiced in assessment. Richard's pre-intervention DEP score was 3.00 while his 45 ANX score was 2.83, both increased by approximately one standard deviation above the UK outpatient mean, indicating elevated levels of emotional distress 1 on both subscales. Furthermore, to formally measure Richard's experiences of 2 interpersonal vulnerability, the BSI subscale of interpersonal sensitivity (I-S) 3 was also administered, resulting in pre-intervention score of 3.25, which 4 exceeded the UK outpatient mean by one standard deviation. 16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44 A considerable link between adverse childhood experiences and the Anxiety, fear, lowering in mood.
Negative automatic thoughts:
This is too much for me, I cannot cope, I'm a waste of time, I'm such a disappointment, I am the problem.
Information processing changes (threat orientation activated):
Notice the negative. Interpret negatively. Remember/retrieve the negative. Prevent disconfirmation: Never find out this isn't true.
Changes in environment:
Others put pressure and express negative and hurtful comments about Richard's low social abilities. some way less able than others. As a result, they may internalise a view of The initial treatment module began with exploring Richard's ambivalence 38 about participating in therapy and eliciting working alliance (session 1). This of concern to be for those with such presentation (Renton and Mankiewicz 9 2015). In Richard's opinion his social indifference was not pertinent to his own 10 wellbeing, but rather his disengagement from previously rewarding activities Furthermore, as illustrated in the comparative pre-and post-intervention 2 behavioural frequency samples (Table 2) , objective improvements in Richard's 3 abilities to cope, that is achieving a substantial relaxation of his safety 4 behaviours and increasing engagement with personally rewarding and 5 individually meaningful activities, were achieved as well. Finally, as presented in Table 3 , the post-treatment standardised 2 measurement confirmed the considerable reduction in both depression and 3 anxiety levels, and demonstrated a marked improvement in the levels of 4 interpersonal sensitivity. All post-intervention outcome scores fell within 5 approximately one standard deviation range below the UK outpatient mean. As explained by Renton and Mankiewicz (2015) , individuals with SPD are 3 often convinced that they are different, unlikable, and unable to fit within the 4 wider community and social world, hence interpersonal interactions should be 5 avoided. However, subjective rationales behind such interpersonal 6 disengagement relate to a belief set, specific to SPD, often formed in the 7 context of early life experiences. And these experiences, as established in 8 literature reviewed by Martens (2010) , appear to be characterised by the 9 underlying theme of prolonged loneliness and social detachment. 
